Letters to the Editor Psychosurgery From Dr P K Bridges Geoffrey Knight Psychosurgical Unit Brook General Hospital, London Dear Sir, I write with regard to the review by Professor Anthony Clare of the book 'Psychosurgery: A Scientific Analysis' (October 1983 Journal, p 895) .
I would like to take issue with the first paragraph. With an appropriate referral for psychosurgery, there is usually no other means of helping the patient available; all other treatments having failed is a requirement for the patient to be accepted for psychosurgery. Hence it is not simply 'Is this a procedure I would want done to a friend?', etc. The point is that the friend, if psychosurgery is needed for him, is likely to be in a quite desperate state and there simply will be no alternative treatment possible. In these circumstances any doubts about this form of treatment, reasonable though they may be, have to be seen in relation to the patient's needs. In this Unit we see a considerable number of patients who are most distressingly ill, who are often losing weight from depressive anorexia and with whom the suicidal risk is often high. Then psychosurgery, which can offer recovery in as many as 50% or more, is seen in a totally different light from that in relation to the calm of a book review. Dr John Price has written sensitively about the problems (1978 , British Medical Journal i, 1200 -1201 .
I would be totally against any friend or relative and certainly myselfhaving an appendicectomy in any circumstance except when it was necessary: then there would be no alternative except further pain and possibly death, so any personal aversion to abdominal surgery would be readily overcome. (October 1983 Journal, p 816 ). An increase in population is obviously the result of the crude birth rate being greater than the crude death rate. At this point he stops his analysis. The high birth rate in the Third World is not the result of large families. It comes about mainly because such a high proportion of women are in the child-bearing age. Similarly the lower death rate reflects the small proportion of the population over the age of 65, corresponding with the smaller annual number of births before 1918. In many Third World countries, half the population is under the age of 17, and even if half the young women went into convents and had no children, the population would probably still double in the near future.
The Cardinal stated: 'The plain truth of the matter is that the poverty of the Third World ... is the product of human indifference, greed and exploitation'. Is this true? Most population problem scholars would argue that his 'terrifying situation' is the result of improved communications. In place of small, localized areas of famine resulting from local failures of the harvest or localized epidemics of disease, we now have widespread disasters. Civilizations can survive bad government, but perish from good. The meek are more likely to inherit the earth than the successful. Arab Islamic ideas of God are proving more credible to starving peoples than Christian Dear Sir, 'To have faith is to be sure of the things we hope for, to be certain of the things we cannot see' (Hebrews 11.1; Good News Bible).
We either have it or we haven't. Some seem to possess faith from childhood, others like myself have an unmistakable and unexpected experience of the Spirit of God, and to the initiated it is not superstition.
God will not be proved scientifically, mathematically or by any other means to the universal acceptance of the human race, and so to many he remains a hidden God.
I was for many years of my life an agnostic and so I can understand the views expressed by the letters of Mr Maz and Dr Grange (October 1983 Journal, p 892); but now I am firmly on the other side of the fence, and would just like to draw their attention to the Stevens Lecture by Cardinal Hume ('Thoughts of a doctor's son') published in the same issue (p 816). This is a masterly summary of the frightening issues of our times, but it does give hopeone must be optimistic for the human race and for the individual. It is obviously advisable to read the whole of the lecture, but I should like to quote from just one paragraph:
'The patient may have much wrong with him, but he can be cured. There are always signs of hope, always good things to note. Indeed, I shall go further and say that, whatever the signs to the contrary may be, there remains in each one of us at least a spark of religion, ready to be ignited into something brighter and warmer. The promise of a healing process is there'. (Stein 1976 ). In fact, in my opinion distension is actually an aid to manipulation of the resistant frozen shoulder, making the procedure that much less forceful.
Yours sincerely
It should be noted that the concept of manipulation for a frozen shoulder has been alternately praised and condemned since Duplay described it in 1872 (Connelly et al. 1972) . Hydrostatic distension simply turns it into an outpatient procedure. The technique of manipulation is forceful and relatively painless after distension. A two-way stop-cock is essential during distension.
I look forward to reading Dr Bruckner's results of his controlled study confirming that distension-manipulation as an outpatient procedure is the treatment of choice for a painful, fibrous ankylosis, or adhesive capsulitis, with abduction passively limited to 300 at the most and external rotation nil. I would strongly recommend that only patients who answer 'No' to the following questions (the pathognomonic tetrad) should be chosen: 'Can you lie on your shoulder at night without it keeping you awake?' 'Can you do your hair with that arm?' Can you get your wallet out of your back pocket or do up your bra?' 'Can you dress and undress?' Yours faithfully W N COOMBES
November 1983
Mozart's illnesses and death From Dr R Schoental Department of Pathology Royal Veterinary College, London Dear Sir, I refer to the letter from Dr Davies (January Journal, p 85). The relations of various types of mycotoxins to human disorders, including Schonlein-Henoch syndrome, have not yet been explored. When food is mouldy it is usually contaminated by a variety of fungal species; depending on the environmental conditions, such as the moisture content, the temperature, oxygen tension, and on the substrate involved, some fungal species produce mycotoxins, various types of which could affect man in a variety of ways. However, as most of the mycotoxins, including the trichothecenes, are immunosuppressive at high levels (e.g. Rosenstein et al. 1979), microbial and viral infections can then take their toll.
The widely-travelled Mozart no doubt was exposed to various mycotoxins and, as Dr Davies rightly suggests, probably succumbed to severe streptococcal infection. Yours sincerely R SCHOENTAL 26 November 1983 Globus hystericus From Dr P Ghosh Consultant in ENT, Port Moresby General Hospital, Papua, New Guinea Dear Sir, In his letter (April 1983 Journal, p 327), Dr G M Ardran did not mention one very important aetiological aspect of globus hystericus (globus pharyngis is a preferred term as most patients are not hysterical). Much stress has been laid on oesophageal reflux, but lesions in the upper aerodigestive tract have often eluded the attention of the physician.
There is a group of patients who complain of a 'lump' in the throat at about the level from the cricoid cartilage to the suprasternal notch, located in the midline, which disappears during swallowing solids and liquids. Not infrequently one can elicit the presence of 'trigger points' on the lateral pharyngeal bands at about the level of the tonsils (more often unilaterally) by touching with a cotton-tipped probe. The patient responds by saying that he/she is having the same feeling of the 'lump'. The points are cauterized with silvernitrate stick or trichloracetic acid once weekly for 4 weeks. Patients should be reassured that they are not suffering from cancer. In my experience 95% of them become well with this simple treatment. (Arieff & Guisado 1976) . We report a case of hyponatraemia due to inappropriate antidiuretic hormone secretion and water intoxication, in which opisthotonus and trismus were prominent.
A 34-year-old woman, previously healthy, was admitted because of fever. General and neurological examinations were normal. Serum sodium was 132 mEq/l. Kidney function tests and serum thyroxin level were normal. On the fourth day the fever subsided. Serum sodium was 127 mEq/l and osmolality 260 mosmol; urinary sodium was 125 mEq/l and osmolality 300 mosmol. Daily water intake was restricted but, on the fifth day, while in preparation for an abdominal ultrasound examination, she was instructed to drink 1.51 of water. Eight hours later she was comatose and had severe trismus and nuchal rigidity. There were no convulsions or general muscular spasm. The disc margins of the eyes were blurred. Serum sodium was 110 mEq/l. Lumbar puncture showed a high cerebrospinal fluid pressure with normal protein and glucose levels; cells, bacteria and fungi were not found.
Treatment with intravenous hypertonic saline and furosemide (frusemide) raised the serum sodium to 120 mEq/l within six hours, with disappearance of the trismus and nuchal rigidity. With further elevation of serum sodium, the patient's neurological condition became normal.
We presume that this patient developed severe nuchal rigidity in conjunction with acute water intoxication, a phenomenon which, to the best of our knowledge, has not been described before. Then, lethally Xirradiated mice were implanted intraperitoneally with normal spleens, some 'taking' as visible grafts with consequent recovery from the radiation syndrome (the spleen in mice being an organ additional to bone marrow engaged in haematopoiesis). From this observation was derived the rationale for bone marrow transplantation (Ford et al. 1956 ).
Yours faithfully

D W H BARNES J F LOUTIT
